Background: Patients in the critical care unit (CCU) are, by definition, the sickest patients in acute care hospitals and face higher risk of death than any other hospital population and usually require advanced life support such as mechanical ventilation, inotropes, or dialysis. Since every day critical care nurses encounter death and dying in the critical care units, Nurses are vital to end-of-life care as they are the ones present at the bedside, they have an opportunity to observe behaviours and actions that are barriers to a peaceful and dignified death while they provide end-of-life care. Do-notresuscitate orders (DNR) are used in many countries to limit the use of cardiopulmonary resuscitation (CPR) in certain situations. There is still a continuing debate about the ethics, legalities and the appropriate medical indications for use of DNR. The status of DNR can raise many issues for nurses, including ethical dilemmas, conflict, and power struggles among members of the health care team.
INTRODUCTION
Critical care units (CCUs) are designed primarily to save the lives of the people who are critically ill and /or dependent on life sustaining support, or who are at risk of life-threatening problems and therefore in needs of continuous intensive monitoring. (1, 2) According to the American Association of critical care nurses, critically ill patients are defined as those patients who are at high risk for actual or potential life-threatening health problems. The more critically ill the patient is, the more likely he or she is to be highly vulnerable, unstable and complex, thereby requiring intense and vigilant nursing care. (3) Patients in the critical care unit (CCU) are, by definition, the sickest patients in acute care hospitals and face higher risk of death than any other hospital population and usually require advanced life support such as mechanical ventilation, inotropes, or dialysis. (4) Since every day critical care nurses encounter death and dying in the critical care units, nurses are vital to endof-life care as they are the ones present at the bedside. They have an opportunity to observe behaviours and actions that are barriers to a peaceful and dignified death while they provide end-of-life care. (5) Endof-life care is the care provided to people in their final stages of life. (6) It is emerging as a comprehensive area of expertise in the CCU and demands the same high level of knowledge and competence as all other areas of CCU practices. (7) The goal of end-of-life care is to maintain the comfort, choices, and quality of life of a person who is recognized to be dying (in the terminal phase), to support their individuality, and to care for the psychosocial and spiritual needs of themselves and their families. End of life care also aims to reduce inappropriate and burdensome healthcare interventions (8, 9) .
As nursing has progressed as a profession, the level of nurses' input into decision making has slowly increased. patient's care in CCU. (11) (12) End-of-life decision making is the process that healthcare providers, patients, and patients' families go through when considering what treatments will or will not be used to treat a life-threatening illness.
Several forms of this decision making are possible. Among these are advance directives (i.e, living wills and/or durable power of attorney for healthcare) which provide an opportunity for patients to express their preferences in writing before a critical illness occurs. (13) Advance directives (ADs) are widely regarded as the best available mechanism to ensure that patients ' interpret electrocardiograms, and deliver emergency pharmacology that aims to treat or reverse the cause of the arrest. (17) Cardiopulmonary resuscitation was originally designed to save patients who suffered an unexpected cardiac or respiratory arrest, and do-not-resuscitate orders were designed to ease the dying of the terminally ill. (18) The tools of the study developed by the researcher based on reviewing the related literature. (17) (18) (19) (20) and were translated into 
Statistical analysis
The raw data were coded and transformed into coding sheets. The results were checked. Then, the data were entered into SPSS system files (SPSS package version 11) using personal computer. Output drafts were checked against the revised coded data for typing and spelling mistakes. Finally, analysis and interpretation of data were conducted.
The following statistical measures were used:
• Descriptive statistics including frequency, distribution, were used to describe different characteristics.
• • Linear correlation was performed to measure the linear inter-relationship between knowledge, attitude score and different characteristics of the studied group. ''withholding CPR only''. These findings are in line with findings in that nurse always forget CPR in case of cardiopulmonary arrest in patients with DNR status. (22) However, these findings are in opposition with those of others who found that only one forth of nurses were able to correctly identify DNR as ''withholding CPR only" (21) Critical care nurses in the current study emphasized that DNR doesn't mean withholding treatment. This is supported by.sabatino (2007) (23) who reported that DNR order doesn't mean "do not treat."
RESULTS

Results
Rather, it means that CPR only will not be Critical care nurses stated that DNR doesn't mean no care is provided. This is supported by others (24, 25) who found that do not resuscitate order didn't not mean no care. On the other hand, Lui (2003) (26) found decision-making. (30) In this respect, palmer (2007) (34) added that documentation of DNR is essential in the progress notes and should include the following and be written or co-signed by the attending physician: the decision-making process which has been and will be followed, role of professional staff involvement, role of patient, family and other decision-makers, data on which decision is to be based. On the other hand, the majority of nurses in the current study reported that DNR order is only given orally and isn't written in the medical record. This is supported by another study finding which stated that verbal DNR permission was more popular in the clinical setting in Korean. (32) Policies of DNR orders should be written, designed and implemented at the . (37, 38) 
Limitation of the study
The small sample size may decrease the generalizability of the study findings. 
RECOMMENDATIONS
Based on the findings of the current study, the following recommendations are suggested:
On educational level
• Educating undergraduate nursing students about the meaning of DNR and advance directives in lectures
given including instructions about how to deal with these issues.
• Providing in-service training programs for health care professionals; nurses, physicians regarding DNR status.
• Fostering nurses to attend workshops about DNR status important to clarify their further role in nursing care and decision-making process.
• Educating and encouraging physicians to communicate directly, in a more open manner, with each other and with nurses, patients, and patients' families are essential to care for patients with DNR status.
On administrative level
• Establish Clear policy for DNR status with responsible authority, which reflect the need for famly-oriented culture.
• DNR decisions should be recorded in the patients' medical notes.
• Provide comfortable and supportive environment to the family, private areas should be available for family and multidisciplinary meetings.
On research level
Further studies are needed regarding
• Incorporating the results of the current study into interventions that focus on multidisciplinary efforts to improve current communication and
understanding of the complex issues surrounding DNR status.
• Nurses' role in the DNR process.
• Ways to meet the needs of patients' families for information and ways to incorporate the families' input in decision making about do not resuscitate status.
• Replicate the study of nurses' knowledge and attitudes regarding do not resuscitate (DNR) status on a large sample size.
